ossification, 2 with positive rheumatoid factor and 2 negative. They had been treated with corticosteroids and showed rapid development of extensive paravertebral ossification and subperiosteal new bone formation peripherally in the region of tendon and ligament pull, as in this case.
The changes of ankylosing spondylitis are common in psoriatic arthropathy; 38 of 99 patients had sacroiliac joint involvement (Wright 1961) . However, the changes of paravertebral ossification can be distinguished as this occurs more laterally from the spine. It must also be distinguished from senile ankylosing hyperostosis of the spine. Dr J T Scott (London) said that both these patients presented interesting features of psoriatic arthritis. This could exist in several different forms which were now generally accepted on both clinical and serological grounds to be separate entities from rheumatoid disease (Wright 1961 ). The first patient had peripheral arthritis alone. The second had peripheral arthritis together with lesions which, on the strength of the radiographs shown, appeared more likely to be the paravertebral ossification described by (Westergren) . Mantoux negative. X-ray suggested a probable infective lesion of the vertebral bodies at L1/2 level. This was confirmed by localized views. Anteroposterior and lateral X-rays of the dorsolumbar spine taken two months later showed progression of the lesion with disc space narrowing, erosion of the margins of the bodies, sclerosis of the adjacent bone and early bridging between the affected vertebra ('parrot-beaking'). Treatment consisted of rest in bed and a course of lincomycin, 500mg q.d.s. for three weeks followed by 500 mg t.d.s. for the next ten weeks.
Progress: Complete resolution of symptoms resulted. Hb rose to 97 % and ESR fell to 14 mm in 1 hour.
When last reviewed for follow up (January 1966), he was well in himself, the Hb was 114% and the ESR 1 mm in 1 hour. X-rays showed complete healing. The disc space was virtually obliterated anteriorly and the affected bodies were joined by ossification in the outer layers of the annulus fibrosus.
iO Discussion A number of authors (Pritchard & Robinson 1961 , Shaw & Thomas 1963 have emphasized the difficulty of distinguishing pyogenic osteomyelitis of the spine from tuberculosis of the spine.
In describing 15 cases, 12 of which they explored, Pritchard & Robinson (1961) stress the contrasting natural history. Tuberculosis is very slow with a long cycle of destruction and is rarely quiescent in one year. Pyogenic infection is more rapid with a cycle ending in complete bony fusion in six to twelve months.
A case report by Brod (1962) illustrates the difficulty in making the diagnosis and the possible confusion with visceral disease. Stone & Bonfiglio (1963) reported 15 cases. They stated that there is often fever, an elevated WBC count is usually absent, the ESR is always raised and the X-ray changes are frequently belated. Ninety per cent of their cases were due to Staph. aureus but any pyogenic organism may be responsible. Mercer & Duthie (1964) quote Martin as having suggested that many cases of so-called tuberculosis of the spine which do well and heal early with bone fusion, may have been due to pyogenic infection. There seems little doubt that there is a strong tendency towards spontaneous healing in this condition.
Infection is usually metastatic and the primary source can be recognized in 50 % of cases (Mercer & Duthie 1964) . It may also directly follow lumbar puncture.
Our case exhibited many of the features typical of pyogenic osteomyelitis of the spine and possibly was secondary to a staphylococcal wound infection.
Dr R W Lass (Maidstone) mentioned three patients. The first was a woman, aged 35, with severe left sciatic pain and fever, who subsequently developed meningitis and was found to have a peridural abscess in the region of L2, 3 and 4, which responded to antibiotic therapy and aspiration. X-rays revealed an osteomyelitis ofthe body ofthe third lumbar vertebra.
The other 2 cases were men, who had had lumbar punctures done elsewhere for test of cure of neurosyphilis. The first developed pain in the back accompanied by sciatica, then developed fever and was found to have osteomyelitis of the body of the fourth lumbar vertebra. The second patient, after a lumbar puncture performed elsewhere, developed the same symptoms and was found to have osteomyelitis of the second lumbar vertebra. Both recovered with antibiotic therapy.
Mr John Hopewell (London) said that he had seen three similar cases at a clinical meeting in India twenty years ago and in each case lumbar puncture had been carried out for spinal anesthesia which was in common use there at that time.
Mr Sadow's case would not have had spinal anmsthetic, but Mr Hopewell wondered if he had had an extradural block. lie also asked how the responsible organism had been discovered in those cases in which it had been reported.
Professor Harold Ellis (London) said that chronic abscesses which presented without fever or leucocytosis months or even years after the original source of infection were now not uncommon in patients who had received heavy antibiotic treatment.
Cronin & Ellis (1958) had reported three patients who had had large intra-abdominal abscesses which became manifest eighteen months to seven years after resection of the stomach or bowel for malignant disease and which had mimicked tumour recurrences. Mr Sadow, in reply to an enquiry as to why lincomycin had been chosen, said that in the recent past, the patient had had a variety of antibiotics and it seemed desirable to exhibit one he had not had previously and one which was active against Gram-positive cocci.
It was interesting to note that the first case mentioned by Dr Lass had a more acute illness than was usually described in this condition unless the infection commenced in the neural arch or the patient was a child. It was clear, however, that more acute forms of vertebral body osteomyelitis did occur although they seemed less common.
In reply to Mr Hopewell, Mr Sadow said that the case reported here did not have either a spinal or an extradural anxesthetic.
The responsible organism was recovered by culture of material removed at operation in a large number of the cases reported. Needle biopsy under X-ray control was also described (Brod 1962) and it might be possible to aspirate an abscess as in the first case described by Dr Lass. Finally, the blood culture might be positive in the early stages of the disease.
In reply to Professor Ellis, Mr Sadow suggested that perhaps the long time interval might explain why the primary source of the infection often went unrecognized.
(Meeting to be continued)
